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INDUSTRIAL HYGIENE LABORATORY 
SERVICES 
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MEDICAL OFFICERS IN THE UNITED KINGDOM 
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Since the last war several countries have set up 
industrial hygiene laboratories, sponsored by their 
governments, to measu~2 environmental conditions and 
their effects on workers (Nash, 1952; World Health 
Organization, 1957). In the United Kingdom there has 
been no such development. It has been left to each 
industry to provide for itself, and large firms like 
Imperial Chemical Industries Ltd. and some of the oil 
- companies have created their own laboratory. services. 
In 1950 the Slough Industrial Health Service, which 
serves a group of factories on a large trading estate, 
set up a laboratory which recently has done work for 
firms outside Slough (Challen and Hickish, 1958). It is 
one of the few in the country generally available for 
and equipped to do industrial hygiene investigations. 

Both the British Medical Association (1959) and the 
British Occupational Hygiene Society (1959) are 
convinced that a national industrial hygiene laboratory 
service is needed, and recently the Industrial Health 
Advisory Committee of the Ministry of Labour 
appointed a subcommittee: “To collect and assess 
information as to the need for more chemical, physical, 
and biological testing in factories with a view to 
reducing the risks of injury to the health of the workers ; 
to consider how such needs can best be met; and to 
report.” 

This paper describes the results of an inquiry made 
for this subcommittee into the needs of members of 
the Association of Industrial Medical Officers. The 
Association, founded in 1935, had 590 ordinary 
members and 358 associates when the inquiry was made. 
The ordinary members are mostly medical officers 
employed full-time in industry, and the associates are 
mostly general practitioners in the National Health 
Service doing part-time work in industry. 

Method of Inquiry.—The medical officers were asked 
| by letter to fill in a questionary dealing with the needs 


they had experienced over the past two years for tests 
in connexion with three of their duties: (1) routine 
surveillance of groups of workers exposed to known 
occupational hazards (biological tests); (2) routine 
measurement of the working environment in known 
occupational hazards ; and (3) investigation of suspected 
occupational hazards. The questionary was sent to 
239 ordinary members and 332 associates—that is, to 
ail except those who were not in industry or commerce 
or who were known to hold subordinate posts. Only 
one questionary from each organization was analysed. 


Results of Questionary 
- 212 (89%) of the ordinary and 237 (71%) of the 
associate members replied. After omitting those who 
had not been employed in industry throughout the 
two-year period of inquiry, there were 378 replies left 
for analysis, 175 from full-time and 203 from part-time 
industrial medical officers. 


Biological Tests 

‘ In reply to the question, “ During the last two years 
have you considered that you needed help from 
a laboratory to undertake routine surveillance of 
workers ?” 74% of the full-time and 50% of the part- 
time medical officers replied “yes.” Altogether, 232 
(61%) said they needed help. Of these, 106 were able 
to get at ieast one type of test done by their own firms ; 
150 got tests done by an outside body ; and 29 could 
not get certain tests done at all (Table I). 


TaBLeE I.—Medical Officers Needing Biological Tests for 
Surveillance of Workers 


Medical Officers 
Full-time Part-time 


Tests done by own firm . 71 35 
another organiza- 
78 72 


Tests t not done |. 14 15 
Actual number of medical officers 
needing 


biological tes 130 102 


The numbers in the vertical columns in Tables I to VII add up to more 
than the actual number of medical officers needing tests. This is because 
some of the medical officers needed more than one type of test; some received 
help from their own firm and other organizations; and in some cases they 
had help for one test but not for another. 

Blood and urine tests were needed most often, for 
hazards such as exposure to lead, ionizing radiations, 
and solvents. Others needed frequently were hearing 
tests to measure the effects of exposure to noise, and 
chest radiographs for hazards of industrial pulmonary 
disease (Table II). 


Fourteen full-time and 15 part-time medical officers 
were unable to get biological tests done. There are no 
2895 
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TABLE II,—Types of Biological Tests Needed by 232 Medical 
Officers 


Tests 
est azard 
Total 
Required Not 
Done Done 
Lead 112 12 124 
Other metals (mercury, cadmium, 
arsenic) .. > 38 1 39 
lood Ionizing radiations» 79 1 80 
an Solvents .. 54 1 55 
urine Other hazards (exposure to ‘aniline, 
bladder carcinogens, organo- 
phosphorus insecticides, etc.) . . _ 28 
Particular hazard not recorded .. 16 5 21 
Hearing Exposure to noise 53 16 69 
Chest radiographs 3 43 
Other Skin patch tests .. 7 7 
Bacteriology of skin we 3 3 
Total No. of tests .. 460 41 501 


Investigation of Possible Hazards 

In reply to the question, “Apart from routine 
surveillance of workers and their environment, have 
you during the last two years considered that you 
needed help in investigating a possible hazard ?,” 58% 
of full-time and 35% of part-time medical officers 
replied “yes.” Altogether 173 (46%) medical officers 
said they needed help in investigating possible hazards, 
88 were able to get tests done by their own firm, 74 by 
outside bodies, but 38 medical officers could not get 
help for at least one problem (Table V). 


TaBLeE V.—Medical Officers Needing Tests for Suspected Hazards 


obvious reasons for their inability to get the help they 
wanted. They were not predominantly employed by 
small firms, nor did they require unusual tests. 


Environmental Tests 

In reply to the question, “ During the last two years 
have you considered that you needed help from a 
laboratory to undertake investigations of the working 
environment?” 78% of the full-time and 43% of the 
part-time medical officers replied “yes.” Altogether 
225 (60%) said they needed help, 137 were able to get 
at least one test done by their own firm, and 60 had 
tests done by an outside body ; 70 could not get at least 
one test done (Table IID). 


TABLE III.—Medical Officers Needing Routine Tests of 


Medical Officers 
Total 
Full-time Part-time 
Tests done by own firm . 61 27 88 
another organiza- 
tion 43 31 74 
Tests not done 18 20 38 
Actual number of medical officers 
needing help for at one 
suspected hazard 3 : 102 71 173 


The hazards most commonly mentioned were 
poisoning from metal dusts and fumes, and from other 
dusts, solvents, and gases. Thirty-two medical officers 
mentioned a need for investigating occupational 
dermatitis (Table VI). There were 45 specific problems 
mentioned by 18 full-time and 20 part-time medical 
officers which were not investigated, but, as seen from 
Table VI, these problems were mostly similar to those 
which other medical officers were able to have 
investigated. 


TaBLe VI.—Types of Suspected Hazards for Which Help was 
Needed by 173 Medical Officers 


Environment 
Medical Officers 
Total 
Full-time Part-time 

Tests done by own firm . 101 36 137 

9» another organiza- 

tion ee : 35 25 60 
Tests not done 4 31 39 70 
Actual number < medical officers 

needing help for at least one 

environmental test .. 137 88 225 


The tests were required mostly for dusts, fumes, 
vapours, ‘and gases (Table IV). The commonest 
hazards were exposure to toxic metal dusts (55) and 
siliceous dusts (35). 


TABLE lias of Environmental Tests Needed by 225 
Medical Officers 


Tests 
Tests Required Total 
Done Not Done 
Dusts, fumes, gases, and vapours 176 53 229 
Lighting .. 17 10 27 
Heating and temperature = 18 16 34 
Other ad 12 39 
261 | 124 385 


As with the biological tests, there are no obvious 
reasons why these environmental tests could not be 


done, but it is clear that it is difficult to get certain . 


environmental tests carried out. For example, the 
proportion of medical officers whose tests for noise, 
lighting, and heating were not done—namely, 59 out 
of 117—was much higher than the proportion whose 
tests were not done for dusts, fumes, gases, and vapours 
(53 out of 229). 


Tests 
Total 
Done Not Done 
Tepes from metal dusts and 
fum 40 6 46 
lebsuies from other dusts, in- 
cluding those causing pneumo- 
coniosis 30 10 40 
‘eisoning from so! vents, vapours, 
and gases a 26 12 38 
Occupational dermatitis 22 10 32 
Hazards from radiations af 7 _ 7 
” Noise 5 13 
>» Othersources .. 37 2 39 
Type of hazard not recorded .. — 4 
Total 182 45 227 


Sources of Help for Tests 


The numbers of medical officers who had tests done 
by outside bodies were as follows: 150 for biological 
tests, 60 for environmental tests, and 74 for suspected 
hazards. The sources of help are given in Table VII. 

Most medical officers received help from hospitals 
and private sources, such as other industrial organiza- 
tions, consultants, and private laboratories. The help 
given by hospital laboratories, the Public Health 
Laboratory Service, other public services, and private 
laboratories in the surveillance of workers is quite 
considerable. But these laboratories usually do not 
have the necessary experience and equipment to 
investigate the working environment. Indeed, the lack 
of facilities for tests of the working environment is 
suggested by the fact that nearly one-third of the 
environmental tests needed were not done, whereas the 
proportion of biological tests of workers not done was 
less than one-tenth. 
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TaBLe VII.—Sources o A Help Received by Medical Officers 
Outside Their Own Firms 


TaBLeE IX.—Medical Officers Needing Help 
| 


| Full-time | 


Part-time 
No. of Medical Offi ho obtained 
Biological tests of workers .. 34 (77%) 37 (67%) 
Source of Working environment 36 (82%) 27 (49°) 
Help Biological nie Senpesent Investigations of possible hazards 23 (52%) 23 (42°) 
menta 
Tests Tests Hazards 
Hospitals ae 63 19 | 1 Need for Industrial Hygiene Laboratories—To 
Medic: esearc uncil units 
Factory department (Ministry of measure how far medical officers were satisfied with 
te existing facilities, those who needed tests were asked 
nt nee Sine cure if they would have used an industrial hygiene laboratory 
Other public services* |! : 2b . 6 if one had been available. For each of the three types 
Private firms and laboratories . . 30 10 15 of tests, at least half of the medical officers who had the 
Universities 7 10 
Trade research associations .. 1 —_— 2 tests done by their own firms would have used such a 
laboratory. As expected, the proportions are even 


Total 169 | 67 | 84 


* Including the Radiological Protection Service and other Government 
Departments. 


Various Needs 


Regional.—The relative needs in different parts of the 
country were examined by classifying the industrial 
medical officers who needed tests into seven groups: 
(1) London, the Home Counties, and the South Coast ; 
(2) Midlands; (3) North-West; (4) North-East ; 
(5) South Wales and West of England ; (6) Scotland ; 
(7) Northern Ireland. Table VIII shows that apparently 
the need for tests was greatest in the London area and 
was more often met there than anywhere else. The 
highest proportions of tests not done were in Northern 
Ireland (38%), Midlands (28%), and Scotland (25%). 


VIII Classification of Medical Officers 


Requiring Tests 
Medical Officers Requiring Tests 
logical Environmental | Tests of Possible 
Region Tests ‘ests Hazards 
Not Not Not 
Total Done Total Bens Total Done 
London, Home 
Counties, and 
South Coast 76 9 79 19 70 15 
Midlands os 43 9 13 10 
North-West a 38 5 32 10 22 5 
North-East 31 3 8 19 2 
South Wales and 
West i England 18 2 19 6 13 1 
Scotland 20 1 21 10 14 3 
Northern Ireland 6 0 a 2 
Total ..| 232 29 225 70 | 173 | 38 


Relative Needs of Full-time and Part-time Medical 
Officers—For each of the three groups of tests, the 
needs of part-time medical officers were less than those 
of the full-time. This may be because full-time 
medical officers are employed in more hazardous 
industries and in larger firms than the part time. 
Within the same industries, the larger firms may have 
greater hazards than the smaller firms because dangerous 
work is done more often and there are more workers 
at risk. Therefore the needs of the 55 part-time and the 
43 full-time medical officers who provided services for 
populations of between 2,001 and 5,000 were compared 
(Tatle IX). The types of industries they served 
were much the same yet the needs of the full-time 
doctors were greater for all types of tests. The 
full-time medical officers, because of their training 
and experience, may have been generally more aware 
than their part-time colleagues of the need for these 
tests in the prevention and control of occupational 
hazards. 


higher for those who got help outside or could not get 
it at all (Table X). 


TaBLE X.—Proportion of Medical Officers Who Would Have 
Used an Industrial Hygiene Laboratory if Available 


No. of Medical Officers Needing Tests 


Biological Environmental Suspected 

Tests Tests Hazards 
Would Would Would 
have used have used have used 

Total Lab. | Total Lab. Total Lab. 
No. | % No.| % No.| % 


Tests done by own 
firm 106 | 59 | 56] 72) 53| 60 
Tests done by an- 


other organization | 150 | 111 74) 60) 51 85 | 74 58 | 78 
Testsnotdone 29| 27] 93] 70| 68{| 97| 38) 92 


Comments By Industrial Medical Officers 


The medical officers were also invited to make any 
general comments. The majority amplified their 
answers to the questionary, but in addition 23 raised 
points of principle which are of value in assessing their 
requirements. 


Because of the lack of other facilities, some large 
industrial organizations have provided their own 
industrial hygiene laboratories. Others have made use 
of their technical laboratories. Some medical officers 
thought that firms should do their own tests, but others 
stressed that it was a waste of time and effort for 
laboratory technicians to learn new techniques instead 
of using experts trained in industrial hygiene; and, 
though it was possible to get various investigations done 
by outside bodies, there was much time spent in seeking 
out those who could and would help. The present 
facilities in the United Kingdom were compared 
unfavourably with those available in other European 
countries. 

The speed with which any laboratory service could 
produce results was considered to be an important 
factor. Such a service would be expected to assess the 
probable significance of the results of the tests done. 
Some medical officers saw advantages in having the tests 
carried out and interpreted by a body which was not 
only impartial but was seen to be impartial by both 
management and workers. Considerable emphasis was 
laid on the need for the results of tests to be confidential 
to the organization. It was thought that any possibility 
of legal action being taken against a firm as the result 
of an investigation would prejudice the use of an 
industrial hygiene laboratory service. 

The medical officers were asked, “If any of the tests 
were to be done by an industrial hygiene laboratory at 
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your request, do you think your firm would pay a 
reasonable fee for them?” Two-thirds replied “ yes.” 
A number pointed out that some employers, particularly 
in the small firms, would be reluctant to pay. It was 
suggested by some medical officers that the service 
should be free in the same way as the Public Health 
Laboratory Service. 


Though this survey set out to assess what had been 
the need for tests during the past two years, some 
medical officers gave their views on desirable features 
in any future industrial hygiene laboratory service. One 
requirement repeatedly stressed was for a centre to give 
information on such matters as the toxicity of materials 
and safe levels of exposure. 

Discussion 

This survey has indicated the tests wanted by a large 
group of industrial medical officers in the United 
Kingdom. Their wants do not necessarily coincide with 
their needs. It could be argued that they have 
overestimated their needs, particularly the full-time 
industrial medical officers, who, with more time for 
industrial medicine than their part-time colleagues, have 
looked for work and done tests which were not really 
necessary. Bearing in mind the hazards in their 
factories, this is unlikely. The modern concept of 
industrial medical practice is that for hazards such as 
lead- and benzol-poisoning and silicosis, perfunctory 
medical surveillance is not enough and that periodic 
tests of the worker and his environment are essential. 
Such tests are now common practice in many countries 
in Europe and America. It is more likely that the real 
needs of these medical officers, particularly those doing 
part-time work, have been underestimated. 

This survey also takes no account of the needs of the 
many thousand factories without industrial medical 
services. If these services were expanded, the demands 
for laboratory tests would almost certainly increase. As 
one doctor commented, ‘“ This survey can estimate only 
the appreciated need, which would grow as laboratory 
facilities became available and industrial medical officers 
learnt to use them.” 

A feature of this survey was the large proportion 
of medical officers who had their tests done and yet 
would have used an industrial hygiene laboratory if one 
had been available. There may be several reasons for 
this. One which must be considered is that they replied 
in the affirmative because they thought that the 
establishment of laboratories would enhance the prestige 
of industrial medicine rather than because their needs 
were not adequately met. This may be so, but from 
their comments it is also clear that some of them 
attached importance to speed and accuracy and the 
impartiality of the body doing the tests. Moreover, they 
could see advantages in having the tests done by experts 
who were able to interpret the significance of results. 
’ All these advantages would be more likely to come from 
tests done by an industrial hygiene laboratory than by 
other laboratories. The high proportion of medical 
officers who thought their firms would pay for the tests 
may also indicate how strongly they feel the need for 
an industrial hygiene laboratory service. The survey 


shows that a substantial proportion of the medical 
officers were unable to get environmental tests done and 
that this is probably the most urgent need with a view 
to reducing the risks of injury to the health of workers. 


To assess the number and the size of industrial 
hygiene laboratories needed in this country it is 
necessary to know how many workers are at risk to the 
hazards for which tests are require¢. This can be done 
accurately only by a survey far more extensive and 
detailed than we have made. 

After the main inquiry was completed we attempted 
to get a rough estimate from industrial medical officers 
of the numbers of workers for whom biological tests 
were required. After discarding incomplete replies and 
those in which it was not clear whether the numbers 
given related to tests done or persons at risk,* 145 
replies were analysed. In factories with industrial 
medical officers it seems that there are at least 10,000 
workers exposed to lead hazards, at least 10,000 workers 
exposed to ionizing radiations, some 2,000 to benzene 
and other solvents, and several thousands more to a 
variety of other toxic hazards. In addition, hearing 
tests were needed for at least 5,000 workers exposed to 
noise, and chest radiographs for nearly 5,000 workers 
exposed to risks of industrial pulmonary disease. All 
that can be said from these incomplete data is that the 


total number of persons in factories with industrial 


medical officers for whom tests are required will be 
measured in tens of thousands and not just a few 
hundred. 

Summary 


A questionary on the needs for laboratory tests was 
sent to 571 members of the Association of Industrial 
Medical Officers.. Of these, 449 (79%) replied, and an 
analysis was carried out on the questionaries returned 
by 378 practising members—175 full-time and 203 
part-time. 

Information was sought about the need for three 
types of tests: (1) routine biological tests of workers ; 
(2) routine measurement of the working environment ; 
and (3) investigation of suspected occupational hazards. 


For each of the three types of tests, the needs of the 
full-time medical officers were greater than those of the 
part-time .doctors. 

232 medical officers wanted help from a laboratory 
to undertake biological tests of workers ; 29 (13%) of 
these could not get the help they needed. 


225 medical officers said they needed help with routine 
investigations of the working environment ; 70 (31%) of 
them could not get at least one environment test done. 

In the investigation of possible hazards, 173 medical 
officers needed help ; 38 (22%) of them could not get 
help for at least one problem. 


Help from outside sources was obtained most often 
from hospitals and private firms, particularly in tests 
of the surveillance of workers. 

In each of the three groups of tests, the majority of 
the medical officers wanting help said they would have 
used an industrial hygiene laboratory if one had been 
available. 


Additional comments on points of principle were 


made by 23 medical officers. Nearly all urged the 
setting up of an impartial body to undertake investiga- 
tions confidentially and quickly, and to provide a 
central source of information on the toxicity of 
materials used in industry. 


*This ambiguity arose from the limitations of the questionary 
rather than of the industrial medical officers. 


| 
I 
wit 
req 
V 
for 
Res 
met! 
ind 
Mr 
| for 
Gu 
Brit 
Brit 
Cha 
Na: 
Wo 

We 
Re 
pla 
Di 
| dis 
pu 
I 
T 
( 
be 
pas 
| Ord 
Tesc 
Box 
Orc 
( 
jor 
wit 
| He: 
dec 
] 
Co 
An 
| pre 
imi 
As 
An 
tio 
Th 
col 
ma 
un 
ha 
Ha 
fut 
the 
Se 
wh 
an 
it 
cal 
= — to 
or 
th 


JuLy 16, 1960 


INDUSTRIAL HYGIENE LABORATORY SERVICES 


SUPPLEMENT to THE 39 
BRITisH MEDICAL JOURNAL 


It is estimated that the numbers of persons in factories 
with medical officers and for whom biological tests are 
required may be measured in tens of thousands. 


We thank the Association of Industrial Medical Officers 
for a grant to cover expenses, for the co-operation of its 
Research Advisory Committee, and for the help of its many 
members who completed the questionary. We are also 
indebted to Mr. H. F. Rossetti, of the Ministry of Labour, 
Mr. S. A. Roach, Dr. C. H. Wood, and Mr. S. P. W. Chave 
for helpful criticisms in preparing this paper, and to Mrs. 
Gurney for secretarial help. 
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ANNUAL REPRESENTATIVE MEETING, 
TORQUAY 


FIFTH DAY 


We omitted from our report (July 2) of the Annual 
Representative Meeting a part of the debate which took 
place on Monday, June 20, under “ Other Motions by 
Divisions and Branches.” The omitted part was of the 
discussion on motion No. 201 by Harrow, and we 
publish below a report of the debate on this item. 


Validity of Policy 

Dr. J. B. WRATHALL Rowe (Harrow) moved: 

That the policy of the Association 

(a) is and shall be such as has been and shall in the future 
be laid down by the Representative Body in specific resolutions 
passed by the requisite majority in accordance with Standing 
Orders ; 

(b) shall continue in force unless and until amended or 
rescinded by further specific resolutions of the Representative 
Body passed by the requisite majority in accordance with Standing 
Orders ; 

(c) shall not be abrogated by Governmental pronouncements, 
force majeure, or the actions of any organization unconnected 
with the British Medical Association ; 

(d) shall not, in relation to resolutions affecting the National 
Health Service passed prior to July 4, 1948, be abrogated by 
decision to accept service in the National Health Service. 

Dr. Wrathall Rowe said that the declaration of the G.M.S. 
Committee, as a result of considering the Report of 
Amending Acts Committee, that it [the G.M.S. Committee] 
preferred not to depart from existing Association policy 
immediately raised the question of what actually was the 
Association’s policy, since some people held that the 
Amending Acts Committee report embodied existing Associa- 
tion policy and the G.M.S. Committee appeared to disagree. 
The Association’s solicitor had advised that pre-1948 policy 
connected with the National Health Service had been auto- 
matically modified or even nullified by acceptance of service 
under the Act—in fact, that the Association’s own policy 
had been abandoned and someone else’s adopted. The 
Harrow Division’s motion was to clarify the situation in the 
future. The motion had been set out in four parts so that 
the Representative Body could vote on each part separately. 
Sections (a) and (b) were self-explanatory ; sections (c) and 
(d) were controversial. Section (c) listed certain contingencies 
which should not be deemed to change or nullify policy, 
and (d) would, if passed, restore the policy position to what 
it was before the National Health Service and tended to 
cancel out the solicitor’s advice and ruling of last year. 

Dr. Wrathall Rowe said that his Division was quite happy 
to leave it to the Representative Body either to debate any 
or all of the sections or refer them to Council, or leave 
them. 


Dr. A. V. Russett (Council) thought the passing of the 
motion could make the policy position in the B.M.A. a 
great deal more understandable by members, who would 
know where they stood. The Amending Acts Committee’s 
report was accepted as a progress report at Edinburgh, and 
it had been expected and hoped that circumstances would 
allow the report to be presented in toto to the Representative 
Body at the present meeting; but comments from other 
standing committees of the Association were still being 


‘awaited. The motion by Harrow was controversial, but its 


passing would do no harm. 

Dr. S. Wanp (Chairman of Council) said this was a legal 
problem affecting the By-laws and Articles of Association. 
He read the following extract from a letter of advice from 
the Association’s solicitors: 


The exact meaning and significance of this resolution is difficult 
to follow. Paragraph (a) does not present any difficulty. It is 
wholly unnecessary because it merely reiterates a part of Article 39 
of the Articles of Association. It is paragraphs (5), (c), and (d) 
of which it is difficult to see the consequences. I do not think 
that there is in them anything which is contrary to the constitution 
of the Association. 

Paragravh (6) has a clear meaning, and while I think that if it 
is to be adopted at all it would be better framed as an amendment 
of Article 39, I am not suggesting that it goes against the consti- 
tution of the Association in any way. Taken by itself it would 
only apply from the date on which it is passed, and would not 
have any retrospective effect. 

I think it propounds a policy which requires very careful 
thought before it is adopted. I can see arguments in its favour, 
but at the same time I can also visualize serious difficulties in 
its implementation. I do not see how one can always be certain 
at the time of the moving of some future resolution, about © 


-whether its implementation may involve some modification in 


detail of some past resolution on general policy, and what I fear 
is that the Council may find itself hamstrung in putting into effect, 
say, a unanimous resolution of a future R.B. on a clear-cut issue 
because when it was moved it was not realized that the R.B. 
should also have been asked to amend a general policy resolution 
pro tanto at the same time. 

Paragraph (c) is quite a different matter. This will mean, in 
effect, that Council—or the autonomous bodies—have no power 
to act if some policy resolution has been rendered quite outdated 
as a result of matters outside the Association’s control. ‘Let me 
give you an example (reminding you at the same time that it is 
not always useful to illustrate general principles by a specific 
case). Suppose you had a row with the Ministry over—say—the 
use of live polio vaccine, and you resolved as a matter of policy 
not to use it. Shortly after the Representative Body resolved this 
an epidemic of polio breaks out and it becomes obvious that 
immunization of the population of a large area by any means 
available is vitally necessary. What is Council to do? Calla 
Special Representative Meeting ? 

Paragraph (d) is different again, because this would have a 
retrospective effect. I think the Representative Body must be 
very clear what they are doing if they pass this paragraph. At 
this moment I have not the details before me, but I clearly 
remember advising on a previous occasion that certain pre-N.H.S. 
policy resolutions are no longer Association policy because they 
have already been abrogated by the decision to accept service in 
the N.H.S. This paragraph is tantamount to passing afresh these 
resolutions and I think, therefore, that to understand the implica- 
tion of what it is doing the Representative Body must have before 
it, when debating this paragraph, particulars of the resolutions 
which would be revived by it, and should try to decide whether 
they wish them again to become B.M.A. policy to-day. 

Dr. Wand said there had been no indication from the 
mover as to the precise resolutions which would be made 
policy if section (c) were passed. He hoped the motion 
would be rejected. 

Dr. H. H. D. SUTHERLAND (Council) said that any diffi- 
culty the Association might be in on a scientific matter such 
as the use of live polio vaccine was a matter for the future. 
It was a hypothetical question so far as the Representative 
Body was concerned that day. What did matter was that 
pronouncements and decisions taken properly and constitu- 
tionally by the Representative Body in session should 
remain valid until such time as they were a nullified, 
or abrogated. 

Dr. G. R. Outwin (Doncaster) said that the mere fact 
that two members of the Amending Acts Committee had 


is 

he 

ne 

id 

od 

rs 

sts 

id 

TS 

+5 

al 

0 

TS 

1€ 

a 

1g 

to 

1e 

al 

aS 

al 

in 

)3 

s. 

1e 

le 

of 

1e 

of 

al 

et 

ts 

of 

re 

n 

re 

a 

yf 

ry 


40 Jury 16, 1960 


ANNUAL REPRESENTATIVE MEETING 


SUPPLEMENT To THE 
BriTISH MEDICAL JOURNAL 


thought fit to spend time to support the motion indicated 
the stresses and strains that were going on behind the scenes. 
This motion supported a policy of freedom for the 
dermocracy of the Association. If it was turned down the 
Representative Body would allow policies to be proceeded 
with as they had been over the past few years, and that 
had certainly not been democratic. 

Dr. A. B. Davies (Council) asked if there was any doubt 
at all that service in the National Health Service had been 
accepted. If there was no doubt, then the motion was futile 
and silly, and should be thrown out. . 

Dr. C. P. Watiace (Guildford) said that the meeting 
did fully understand the full implications of the motion. 
. The Association could not get away from the fact that their 
policy was altered when they accepted service on July 4, 
1948. If the motion was rejected it might be interpreted 
in a topsy-turvy way. The motion required mature 
consideration. 

Dr. WRATHALL Rowe, in reply, said that the four resolu- 
tions he had in mind were those passed by the Representative 
Meeting on May 28, 1948. They were the resolutions which 
took the profession into the National Health Service and 
contained certain safeguards. The solicitors’ advice con- 
tained a plea for fluidity so that Council could interpret 
policy as it wished, which seemed dangerous, and to be 
allowing it to put its own slant on the Representative Body’s 
policy. : 

The motion was, by leave, withdrawn. 


GENERAL MEDICAL COUNCIL 
DISCIPLINARY COMMITTEE 


Dr. Leslie E. Gardiner has drawn attention to certain aspects 
in which he claims that our report (Supplement, June 11, 
pp. 364-6) of the proceedings against him before the General 
Medical Council did not do justice to his defence. 

In case this is so, we are happy to make it clear that 
Dr. Gardiner in evidence produced newspapers which made 
it appear that practitioners of good repute had given inter- 
views to the Press about matters of public interest, and he 
argued from that that if this was done by the leaders of his 
profession it must be in order for him to do it. He also 
gave evidence that an article dealing with a plastic operation 
appeared in an issue of Woman’s Own of October 14, 1959 ; 
that the article invited readers to write for a leaflet which 
explained cosmetic plastic operations ; that this leaflet in 
turn invited readers who wished to consult a cosmetic plastic 
surgeon to write to the British Association of Plastic Surgeons 
for a list ; that a person who wrote to the Association as a 
prospective patient received a letter containing the names 
and addresses of eight surgeons in the London area who were 
described as accredited ; that the same patient wrote to each 
of these eight surgeons referring to the magazine article and 
the leaflet and mentioning the recommendation of the British 
Association of Plastic Surgeons, and each of these surgeons 
replied, the majority offering appointments. It was argued 
from that on Dr. Gardiner’s behalf that he was acting under 
a sense of grievance because the names of other surgeons 
were given to members of the public in this way. 


HOSPITALITY 
A 15-year-old French doctor’s son would like to make an 
exchange with a British boy. 

German doctor’s son aged 16 and daughter aged 15 would 
like to make exchanges with two British children. Three 
17-year-old German boys would like to make exchanges with 
British doctors’ sons. 

A Dutch doctor’s son, aged 14, would like an exchange 
with a British boy. 

Would anyone interested please get in touch with Dr. 
R. A. Pallister, International Medical Advisory Bureau, 
B.M.A. House, Tavistock Square, London, W.C.1. 


Correspondence 


Because of heavy pressure on our space, correspondents are 
asked to keep their letters short. 


Medical Profession and the State 


Sir,—Some of the questions raised by. Dr. H. G. Farquhar 
in his letter (July 2, p. 26) and by Dr. J. B. Wrathall Rowe 
in his speech to the A.R.M. (July 2, p. 2) were answered in 
the judgment of Lord Justice Denning in Cassidy v. Ministry 
of Health (1951, 2K.B. 343) when it came before the Court 
of Appeal. (This, and other cases bearing on the point, are 
explained very lucidly by J. P. Eddy in his book Professional 
Negligence.) 

Three points are particularly worthy of note. The first 
is that the relationship between the doctor and the State 
has not been created deliberately by the Ministry but is a 
legal consequence of a form of contract, and it is unalterable 
unless one contemplates a complete reorganization of the 
hospital service whereby a direct contractual relationship 
between doctor and patient is established. 

The second point is that this present employer-employee 
status does not preclude the doctor from insisting on his 
right to use his professional judgment and skill in his own 
way. The master of a ship has complete control of naviga- 
tion, but the company is still responsible for any damage 
resulting from his negligence in exercising that control. 

Finally, Lord Denning holds that, as regards liability for 
negligence, the distinction between contracts “ of service” 
and “for services” is of little importance in English law. 


. Liability rests upon the person or body which undertakes 


to provide treatment, whether personally or through the 
agency of an employed staff. 

The other consequences, which Dr. Wrathall Rowe would 
have flowing from this distinction, can scarcely be supported 
even by legal logic. If we “accept service under and agree 
to be bound by the Terms of Service for the time being in 
operation” we have no right to any of the “things which 
an employer provides for his employees” unless they are 
written into the Terms of Service. I join with him whole- 
heartedly in deprecating the form of the contract, our 
helpless position in dealing with the Minister, and all the 
disadvantages of our present status, but the unpalatable 
truth is that we must accept the Service as it is, the dictates 
of the Minister, and the “ package deal” or terminate our 
contracts after due notice. 

Perhaps the latter course would solve more problems for 
the Government than for the profession, and who would 
believe that we had been forced into such action without 


having a few years of the N.H.S. themselves? What a 
“ Doctors’ Dilemma ” !—I am, etc., 
Sheffield. H. H. 


Sir,—Torquay has left us with three groups. 

(1) Those who deeply distrust the Government on the basis 
of its past record and of its composition. For years the 
profession has been cheated of its rights. A combination 
of politicians and civil servants is never likely to lead to 
anything better than what we have endured in the past. The 
Health Service is, for them, a ghastly mistake. Out of evil 
nothing but evil can come. : 

(2) Those who—led by our President—believe that nothing 
less than a radical reorganization of the Health Service can 
relieve the bondage of those who work for it. Make no 
mistake, the proposals of the presidential address (Journal, 
June 25, p. 1907) must envisage a completely new National 
Health Service Act which will place the profession under 
the control of somebody like Lord Reith or Mr. Alfred 
Robens. The Service will become another nationalized 
industry. 

(3) Those who see in the Pilkington Report and the Review 
Body the way ahead for closer co-operation with the Govern- 
ment and the gradual improvement of the present Health 
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Service. The response to the speeches of the Chairman of authoritative information when necessary for the general public. 


Council clearly indicate that the overwhelming majority of 


‘the B.M.A. have his support in his search along these lines. 


I have not the slightest doubt that the general practitioners 
agree with him. They do not wish to see the Health Service 
reorganized and to find themselves in the status of B.B.C. 
employees. With consultants it is different; they have 
allowed themselves to be drawn into a salaried service. How 
hardly they earn the additional money which their bondage 
gives them. 

While the first two of these groups may find some common 
ground, they appear to be incompatible with the third. We 
have only just finished with a Representative Meeting, but 
in all too short a time we shall be faced with another. 
Then we shall have to decide whether we are going to accept 
the Pilkington report with, not only its financial rewards, 
but all the other obligations which it imposes. It is not 
conceivable that our honourable profession would grab the 
many and then turn round in six months’ time and repudiate 
its other commitments. We asked for the Review Body, 
and we have got it. We did not ask for the B.B.C., so if 
we are going to change our minds we are not going to accept 
the Pilkington Report. We are not entitled to lick the jam 
off the top of the bun and refuse to eat it. 

It will be the duty of the representatives to the next S.R.M. 
not only to give an unequivocal reply to the Minister on the 
basis of his offer—but also to prove, if they accept it, that 
they mean what they say and are not going to flirt with rival 
schemes which may subsequently be produced. The findings 
of the Porritt Committee will have to be submitted to the 
Review Body—as will any other relevant material. The 
Review Body will deal with it only in so far as it is able 
within its terms of reference.—I am, etc., 


London, N.W.1. W. Wisc. 


Decisions at the A.R.M. 


Sir,—Permit me to comment on two matters in the account 
of the recent Annual Representative Meeting at Torquay 
which appeared in the Supplement of June 25. 

(1) In your report of my remarks on the growing import- 
ance of the office of medical referee (p. 395) the figures which 
I quoted should read thus: In 1939 the number of cremations 
in Great Britain was 19,813, whereas in 1959 the number 
was 190,819. These figures alone provide a good reason why 
the office should receive proper, public recognition and be 
vested with a certain dignity. The Council of the B.M.A. 
has very rightly stated that the office of medical referee is 
distinct and separate from the public health service and that 
no public health medical officer is under any obligation to 
accept the office. It is also right that anyone acting as 
medical referee should be adequately remunerated, having 
special regard to the great responsibility of his duty. 

(2) In your account of the debate on “ Publicity and the 
Medical Profession ” (pp. 421-3) I think it is most important 
that it should be made plain that the Annual Report of 
Council (Appendix VID, together with Dr. K. W. Beetham’s 
amendment as a rider, was adopted as a substantive motion. 
This report of Council involves a change of policy. For that 
reason there was a second vote so that the Chairman could 
declare that the necessary two-thirds majority had been 
obtained. 

The change is stated in the Supplementary Annual Report 
of Council, Appendix VII (April 23, p. 225), thus: 

“ The policy of anomymity in all circumstances in broadcasting 
is no longer tenable and there is no objection to the announcement 
of a doctor’s name provided that this conforms to the principles 
expressed in paragraph 4 (1) above.” 

Paragraph 4 (1) of Appendix VII reads: ; 

“ Anonymity should be observed by the medical profession as a 
general principle. Departure from this principle is permissible 
only when the objective of publicity for a doctor or a group of 
doctors is apparent, paramount, and justifiable. (a) In the 
interests of the general public; or (6) in the interests of the 
medical profession; or (c) as an essential part of providing 


“In these circumstances anything that could be construed as 
advertising of the doctor himself should be incidental and 
reasonably unavoidable for the attainment of the objective.” 

I believe that this report, drafted so carefully by Dr. S. 
Noy Scott and the members of the Central Ethical Com- 
mittee, is a valuable service to the Association, representing 
progress and change with due regard to the traditions of our 
profession. Like many others I am glad that it has been 
approved by the Representative Body.—I am, etc., 


West Clandon, Surrey. C. P. WALLACE. 


** Dr. Wallace is correct in stating that Appendix VII 
of the Annual Report of Council, together with East York- 
shire’s‘amendment, was adopted as a substantive motion and 
passed by the necessary two-thirds majority. We regret that 
this was not made plain in our report.—Eb., B.M.J. 


Towards a Locum Service 

Sir,—While sharing Dr. D. L. Williams’s sentiments for 
the single-handed doctor (June 4, p. 349) I do not share his 
enthusiasm for the viability of his new breed “ the approved 
locum.” If Dr. Williams has ever done a series of locums 
he will, I am sure, realize that as an existence it leaves much 
to be desired, for the following reasons. 

(a) Clinical continuity as such does not exist, and this surely 
is a basic concept of good medical practice. 

(b) One faces an ever-changing pattern: (1) Strange localities 
and the anxiety of an urgent night call. (2) Strange surgery 
premises, which may be good, indifferent, or downright bad as 
regards their amenities and equipment. 

(c) One becomes domiciled in strange surroundings, and, 
whereas hospitality is often excellent, it can be very miserable. 
Further, if married, one is in most cases separated from wife 
and family. 

The majority of young doctors do locums because they 
are at the time out of work and they need the money. They 
are either waiting for a suitable hospital post or hope to 
obtain an assistantship with a view to partnership. A locum 
tenens is a very uncertain stepping-stone to becoming a 
principal ; executive councils, when interviewing candidates 
for practice vacancies, generally do not favour locum work 
as valid general-practice experience. Likewise, a principal 
who wants a partner will in most instances request a 
preliminary assistantship. As I see it, to become an approved 
locum (synonym—permanent locum) would be a most retro- 
grade step for any doctor who wished to become established 
as a principal in general practice—which presumably is the 
aim of every doctor entering the Service.—I am, etc., 


Ruthin, N. Wales, T. MaGor WINSTANLEY. 


Compensation of Chief Officers and Chairmen 


Sir,—As my husband is one of the partners of a senior 
B.M.A. officer, and has found it necessary recently to 
demand a financial adjustment in the partnership agreement, 
may I be permitted to reply to our critics who found this 
action so shameful (June 25, p. 387) ? 

For many years the partners of these officers have 
shouldered the extra work and shared the financial loss 
involved in releasing for ever-increasing periods their partners 
who are officers, because they recognize that these officers 
are doing an excellent and necessary job, for which, in most 
cases, they are singularly well qualified. 

The officers’ partners have done this in the interests of 
the profession with little protest and certainly no recogni- 


tion. I admit I was sufficiently naive at one time to hope 


that their existence might be recognized and their contri- 
bution even appreciated. It seems, however, that the vast 
majority of B.M.A. members, though vociferous in calling 
the tune, have no interest whatsoever in who pays the piper. 

In our case the decision to demand a financial readjust- 
ment was taken with the utmost reluctance on a very simple 
issue—whether to continue to subsidize the B.M.A. to the 


re 
ar 
ye 
rt 
re 
al 
st 
le 
a 
le 
e 
p 
e 
is 
n 
e 
J, 


42 Jury 16, 1960 


CORRESPONDENCE 


TO THE 


RITISH MEDICAL JOURNAL 


extent of several hundred pounds a year or to give our 
children the education to which they are entitled. I have 
no doubt that others similarly placed are facing similar 
problems, and, if the step we have taken has done anything 
to bring the members’ attention to the unfairness of the 
present system, my only regret is that we did not take it 
sooner. 
On behalf of the comparatively few partners who are in 
our position I say they have carried the B.M.A. baby until 
it has become a greedy monster in its demands on their time 
and energy, and it is high time some share of the financial 
burden at least was accepted by the rank and file of the 
Association. Otherwise the B.M.A. will find it increasingly 
difficult to find enough men with the ability, the inclination, 
the depth of pocket, and the time at their disposal.to run 
it with any hope of success.—I am, etc., 
G.P.’s WIFE. 


Sir,—May I ask the courtesy of your columns to correct 
a reporting error (June 25, p. 386), where I am quoted as 
saying, “This was not a recommendation which could be 
discussed dispassionately and without involvement of 
personalities ” ? 

What I did say was: “This is a recommendation which 
can be discussed dispassionately because the present officers 
have indicated that whatever decision you may make they, 
during their term of office, are not accepting the suggested 
remuneration.” 

It is therefore clear that no involvement of personalities 
need be considered, and that the decision is one of principle. 
I feel this matter should be considered carefully and seriously 
by every member of the Association, and that next year the 
Divisions will advise their representatives whether they 
desire our Association to continue as an organization in 
which voluntary service is gladly and freely given or whether 
they consider that times have changed-and that in future 
some financial recompense must be provided for all those 
who work for the common good.—I am, etc., 


Glasgow, S.1. IAN D. GRANT. 


Provident Associations’ Terms 


Sir,—In his letter (July 9, p. 31) Mr. John Dodd, of the 
Western Provident Association, begins by falsely accusing 
me of inaccuracy in my address to the A.R.M. on the B.M.A. 
Hospital Service Plan scheme, and continues with several 
further misleading assertions. 

When inviting quotations from the three largest provident 
associations the B.M.A. laid down two basic requirements : 
(1) any scheme introduced must be exclusive to members of 
the B.M.A. ; (2) contribution rates for doctors must be lower 
than those offered to any other group of people. 

The H.S.P. was willing to fulfil both requirements. The 
W.P.A., as Mr. Dodd admits, was unwilling to fulfil the 
first. B.U.P.A. was willing to fulfil neither. My statement 
that only the H.S.P. met our basic terms is therefore accurate. 
Mr. Dodd’s statement that the W.P.A. introduced a special 
scheme for doctors in 1950 is quite irrelevant, and becomes 
pointless in face of the fact that the H.S.P. did so in 1946. 

The most recent W.P.A. scheme for doctors does, as Mr. 
Dodd. states, include provision for supplementary cash 
benefits, but he neglects to mention that these benefits can 
only be obtained by the payment of an optional and sub- 
stantial increase in basic contribution rates, which are 
already considerably higher than those required by the 
H.S.P. for comparable basic benefits. 

The H.S.P., like the W.P.A., is a non-profit-making body, 
and in fact returns 83% of its gross income to contributors 
in the form of benefits. Mr. Dodd suggests that the W.P.A. 
achieves a higher percentage return. It certainly should be 
able to do so because of the larger contributions which it 
demands from both doctors and the lay public. Mr. Dodd, 
however, quotes no figure, and an examination of the various 
contingency benefits offered by the W.P.A. provides no 
evidence in support of his contention. 


Mr. Dodd mentions that the W.P.A. is prepared to allow 
group terms to doctors who prefer to subscribe to the fully 
comprehensive schemes available to the general public. 
Precisely the same concession has been made to members of 
the B.M.A. by the H.S.P., but with the important difference 
that the benefits offered are greater and the contribution 
rates lower than those of the W.P.A.—I am, etc., 


Ivor M. Jones, 
Chairman, 
B.M.A. Private Practice Committee, 


East’ Herrington, Sunderland. 


Back Pay for Assistants 


Sir,—Dr. H. MacAnespie (June 18, p. 378) has expressed 
the hope that assistants may be allowed to benefit if the 
increased remuneration is back-dated to January 1, 1960. 
I would like to add to this the hope that those doctors who 
were assistants between March 1, 1957, and December 31, 
1960, might also receive a small share of the retrospective 
payments. No doubt a generous principal would like to 
pass on some of the benefit to his ex-assistants, but an 
obvious difficulty is how to find the assistants who have left 
him. 

May I suggest, therefore, that an equitable way of 
distributing the retrospective payment would be on a pro- 
rata basis according to the amount of one’s contributions 
to the N.H.S. superannuation scheme during the period in 
question? Many of the ex-assistants are probably in the 
under-30 age group, so I feel that this method of distribu- 
tion would not only be just, but in keeping with the wishes 
of the Royal Commission.—I am, etc., 


Scarborough. P. S. Fox. 
Association Notices 
Diary of Central Meetings 
JULY 
19 Tues. Joint Consultants Committee, 10.30 a.m. 
20 . Central Ethical Committee, 11.30 a.m. 
20 Wed. Joint Committee of B.M.A. and Royal College of 
Nursing, 2.30 p.m. 
21 Thurs. G.M.S. 10.30 a.m. 
AUGUST 
8 Mon. Aquaman Committee (Auckland, N.Z., 1961), 
p.m 
10 Wed. G.M.S. Committee, 10.30 a.m. 
17 Wed. Council, 10 a.m. 
18 Thurs. G.M.S. Committee, 10.30 a.m. 


Branch and Division Meetings to be Held 


Coventry Division.—At Drapers’ Club, Bayley Lane, 
Coventry, Saturday, July 23, 6.30 to 8.30 p.m., cocktail party 
(Chairman’s Reception) for members and their wives. 

Harrow Division.—Saturday, July 23, visit to I.T.V. Wood 
Green Television Studios, Programme: 6-6.15 2m. assemble 
at Whittington Hotel, Cannon’s Lane, Pinner; 6.20 p.m., depart 
by coach; 7.30 p.m., seated in studio; 8-9 p.m., television per- 
formance; return to Whittington Hotel for buffet supper. 
27s, 6d. each, including buffet and coach. ; 

NortH OF ENGLAND BRANCH.—At South Shields Golf Club 
House, Thursday, July 21, 12 noon, annual meeting. 


Meetings of Branches and Divisions 


HUDDERSFIELD Diviston.—On June 15 the annual lecture to the 
Division was given by Dr. Melville Mackenzie on the subject of 
international epidemiology. Dr. J. H. Garnett was in the chair 
and 40 members were present. 


Branch and Division Officers Elected 


ARGYLL AND Bute Drvisi6n.—Chairman, Dr. A. B. Fordyce. 
Vice-chairman, Dr. A. S. Hutcheson. Honorary Secretary and 
Treasurer, Dr. A, C, Mayer. 

City Diviston.—Chairman, Dr. L. Greenfield. Vice-chairman, 
Dr. M. R. Penry Williams, Joint Honorary Secretaries, Dr. D. E. 
Wallis (one other to be elected later). Honorary Treasurer, Dr. 
J. _M. Alston. : 

Wican Driviston.—Chairman, Dr. C. S. France. Vice-chairman, 
Dr. Muriel A. Haigh. Honorary Secretary, Dr. F. G. Ince. 
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